Background: Recent calls in medical education and health care emphasize equitable care for disadvantaged patient populations (DPP), with education highlighted as a key mechanism toward this goal. As a first step in understanding potential education needs we wanted to better understand the DPP concept.
Introduction
Recent calls in medical education and health care have emphasized equitable care for patients experiencing disadvantage. 1, 2 Disadvantaged patient groups (individually and collectively) are increasingly considered in the development of hospital strategic plans and the social determinants of health (SDoH) are now common content in medical school curricula. [3] [4] [5] SDoH are defined by the World Health Organization as the conditions in which people are born, grow, work, and live, and the broader set of systems that shape the conditions of daily life. 6 At an individual level, SDoH such as housing, employment status, and working conditions impact people's daily lives, determining their risk of illness and ability to access preventive and curative health care measures. 6 At a societal level, inequities between groups of people shape how society is organized, often into hierarchies based on factors such as income, gender, and race. 7 Where people sit in a social hierarchy ultimately affects their health and wellbeing in general.
In 2015, our hospital's corporate strategic plan prioritized caring for disadvantaged patient populations -patients who are relegated to lower social status within the prevailing hierarchical structure of our societies. Our team was called upon to help develop a hospital-wide education approach to support the strategic priority of "transforming systems of care to ensure improvement in equitable access for all patients." Underpinning our approach was a transformative paradigm of education. By paradigm of education, we are referring to different ways of conceptualizing the purpose and goals of education. Dominant cognitivist and behaviorist paradigms focus on changing behavior and teaching memorization and application of content knowledge, whereas a transformative paradigm focuses on shifting ways of seeing and inspiring social action. Therefore a transformative paradigm aligns with the ultimate goal of transforming systems. 8 A necessary first step in designing any education initiative, is conducting a needs assessment. Given the identified need to attend to power when working toward equity in health, 9 we used the critical conception of discourse as the theoretical frame for our needs assessment. By discourse we are referring to a language-based system of meaning, situated in an historical and cultural context. This system of meaning governs what we believe, and how we act. If we aim to transform systems, we first need to understand the discourses in our current system and what they are enabling or constraining. 10, 11 With a critical lens, discourses construct and give power to specific institutions, create roles for individuals to play in the system and make possible the existence of certain objects (material and conceptual). Without critical approaches to help examine discourses and how they influence what we believe and how we act, we risk merely perpetuating the status quo. 10, 12, 13 Thus, we examined disadvantaged patient populations (DPP) as a dominant discourse in our organization with an eye to education needs and opportunities. We asked: How do people in our hospital community speak about DPP and what does this tell us about education needs and opportunities in relation to caring for DPP? By looking critically at the discourse of DPP, we can begin to understand the ways in which the dominant conception might limit actual change and identify meaningful ways forward through education.
Methods
We conducted a critical needs assessment to explore the effects of DPP as a dominant discourse and what that tells us about education needs in our hospital. We do not presume that education will solve all the problems related to DPP, but we are interested in uncovering what educational needs may exist and be amenable to educational intervention. This study was approved by the St. Michaels' Hospital (SMH) ethics committee.
Setting
We situated our study within SMH , a hospital in the downtown core of Toronto Ontario, one of the world's most ethnically diverse cities. 14 Its geographic location and historical commitment to compassionate care for the disadvantaged led SMH to serve a diverse patient population. According to the 2015 Strategic Plan, "We care for people with severe and persistent mental illnesses and substance abuse issues, refugees, immigrants, vulnerable seniors, people with disabilities, and those challenged by other social determinants of health. We provide the homeless with a warm, safe place to recover after treatment in the Emergency Department."
Participants
A total of 70 participants agreed to participate in our needs assessment.
We recruited staff representing health disciplines, nursing, medicine, and other hospital staff through organizational gatekeepers (administrators of various departments) and trainees through the hospital's student centre. All care providers (staff and trainees) learning and working at SMH were eligible to participate.
We recruited patients from the categories of disadvantage as named in the SMH strategic plan through partnerships with community organizations. These categories included: people experiencing mental health and addiction challenges, people who are homeless and underhoused, Indigenous peoples, new immigrants or refugees, and people across all sexual orientations, and gender identities. We also recruited patients falling outside these categories. Any patient living within the SMH catchment area and who self-identified with one of the categories was eligible to participate. Through our community partnerships, we identified key gatekeepers who could inform our recruitment and data collection and -through our partnership with them and engagement in a reflexive research approach 15 foster a safe and respectful engagement process. e23 (see Table 1 for participant demographic details). Our reflexive approach is based upon published guidelines 15 elaborated throughout our methods section and includes actions like inviting an Indigenous knowledge keeper to the focus group focusing on Indigenous health to help foster cultural safety.
Data Collection
Three researchers conducted 15 one-hour semistructured focus groups with care providers and patients. Care provider focus groups explored their understandings and practices relating to caring for disadvantaged patients, including probes about system influences. Examples of care provider focus group questions include: Who or what comes to mind when we say "disadvantaged patient"? How do you respond when caring for a disadvantaged patient? What enables you to care for these patients in the ways that you want to? We did not explicitly ask participants to list their perceived educational needs because we were focused less on content knowledge gaps and more on opportunities for humanistic and transformative education to support the goals of caring for DPP. 8 Patient focus groups were held in community spaces familiar to participants. Patient focus groups sought and encouraged stories of general experiences with the healthcare system, including probes for positive and negative experiences, and what they wished healthcare providers knew. Patient focus group questions included: Are there any specific gaps you would like to see closed in terms of access to care? What would you like care providers to know about you?
Focus groups were digitally recorded and transcribed verbatim.
Data Analysis
We analysed our focus group data using a thematic analysis, 16 with the following questions: (1) What is the dominant discourse of DPP making sayable (i.e. socially acceptable, common, or 'normal') and unsayable? (2) What are the current ways to participate in the DPP discourse? (3) What activities are mobilized by the DPP discourse? These questions were informed by established theories about discourse, which tell us that language shapes and constrains social practices, knowledge and power. This way of questioning aligns with our transformative position that education is more than learning content knowledge; it is also about challenging assumptions and the status quo. 17 In uncovering the ways people speak about DPP we presumed we would identify education needs.
We first identified and coded relevant meaning units and created analytic memos in response to the guiding questions. The coded meaning units were then synthesized into main themes, again in relation to the guiding questions. Bi-weekly meetings with the analysis team (LB, EK, SN) guided the reflexive analytic process. 15 Analysis continued until the point of sufficiency, the point at which our coding was not leading to new insights. 18 We used our findings as indicators of the remaining challenges to be addressed in relation to DPP in our organization. That is, we were looking for the assumptions embedded in the way DPP had operated and been acted upon as a starting point for continued improvement. Every innovation has unintended outcomes; 19 it was these unintended, discursive outcomes that we framed as outstanding "needs" in our system, which transformative education approaches actively seek to address.
Findings
We will present our findings in relation to our three main analytic questions, and from the standpoints of care providers and patients.
What is sayable and unsayable in the current DPP discourse?
The DPP discourse was apparent in our dataset as three sets of assumptions: (1) disadvantaged patients require care above and beyond what is considered normal; (2) the system is to blame for failures in serving disadvantaged patients, and (3) labeling patients is problematic and stigmatizing.
Disadvantaged patients require care above and beyond the norm. Care providers talked in terms of going above and beyond the call of duty in order to serve disadvantaged patients. This way of talking and thinking constructs a dichotomy between typical or regular patients and those experiencing disadvantage, and highlights exceptional effort and e24 specialized expertise as requirements of care for these populations.
I think, to some degree, we may put more effort, I would say, in people who are disadvantaged because, just as an example, the discharge will be more challenging. (Care Provider, 04)
As a result, clinicians, in the DPP discourse, are said to be "good" care providers when they are willing and able to provide this additional care.
The system is to blame for failures in serving disadvantaged patients. The DPP discourse makes sayable that no individual is at fault, but rather the problem lies within a system that struggles to meet the needs of all patients. Time constraints, lack of resources and support, and a convoluted, fragmented care system were highlighted as setting certain patients (and care providers) up for failure:
I think there's a tendency when people need more attention because of language barriers, cultural barriers, education barriers, or whatever it is to need a little extra time, but I think the system often responds by giving them less time. (Care Provider, 08)
I think it has to do with … the number of cases. They only give you a certain amount of time because there's so many people to see and so many diagnoses to make and reports to fill out. (Patient, 05)
Labeling patients is problematic and stigmatizing. The terminology surrounding 'disadvantaged patients' is resisted, to an extent, as problematic in and of itself. Care providers speak of the dangers of labeling, which they cautioned may further stigmatize, differentiate, and stereotype patients experiencing disadvantage:
I know like we try to use terminology to kind of label a situation or a group of people so it's easier to kind of capture information or the context, but sometimes by doing that, we kind of victimize the person and the individual or groups of people rather than look at the systemic issue. (Care Provider, 03)
Patients felt essentialised (as if their personhood was lost and relegated to a category of disadvantage), and thus othered (positioned as different from and lesser than) by the DPP discourse. Although patients recognized that access to care was enabled by the DPP discourse, they also noted that this increased access was accompanied by negative associations. The DPP discourse's dehumanizing side effects created a call, by patients, to be seen as human beings, first and foremost, rather than being identified by their disadvantage:
It seems like they forget that we [are] still human. They forget my name. Now I have a label of […]For some years I was even afraid to go to the doctor because … with those labels they just see an illness. (Patient, 07) What are the current ways to participate in the DPP discourse?
Care providers participated in the DPP discourse as specialized DPP experts, advocates, and system gatekeepers. Clinicians who address the 'additional' needs of disadvantaged patients are believed by colleagues to hold a particular set of values, cultural competencies, and expertise. They are positively framed as advocates and systems navigators for their patients, ensuring patients receive equitable and quality care: I spend a lot of time helping, trying to show them or help them to identify their own strengths, and to empower their own voice, trying to help them advocate for themselves and learn those skills so that might be a slightly different role that I get to take on versus other settings. (Care provider, 02) Care providers also act as gatekeepers, whether they are considered advocates or not. As gatekeepers they may either grant or deny access to resources from within or outside the healthcare system (e.g. forms for governmental benefits).
Patients participated in the DPP discourses either as desirable patients, or 'invisible' patients. Patients recognized that, at times, the system works against good care. Clinicians are busy and wait times are the norm for all. However, they explained that when you are seen as a "disadvantaged patient," accessing humanistic care can become all the more challenging. They highlighted how disadvantaged patients are often seen as 'difficult' patients. And in order to be 'a person worth caring for,' patients had to perform or play the role of the 'good patient':
I need to show that I'm not needy because if they get me on a bad day without makeup [...] in the e25

Emergency room and whenever I go […] I have to look like I'm a presentable lady. Because if there is any sign that I could be on social assistance even or be the working poor, ooh…(Patient, 05)
Participating in the DPP discourse required patients to be within one of the labeled groups listed in the strategic plan. That is, if you fit within one of the categories, you are able to access services. Therefore, patients who experience disadvantage beyond those six categories are in effect rendered invisible.
What activities are mobilized by the DPP discourse?
We saw three continua of activities, each ranging from intended to unintended consequences, mobilized by the DPP discourse: (1) a comprehensive care approach that could become inadvertently myopic; (2) resource creation that could lead to competition for said resources; and (3) positive rhetoric coupled with both action and inaction.
A comprehensive care approach that could become inadvertently myopic. The DPP discourse strives to provide more equitable, and thus comprehensive, care. However, when these well-intended goals become time and resource constrained, an unintended myopic approach to care can result instead. In this myopic approach, the disadvantage itself is targeted as if it is a singular impairment or diagnosis requiring treatment.
Targeting the disadvantage for treatment incidentally removes the complexity inherent in caring for a whole person. A consequence of myopic care -care that is well-meaning but too focused on disadvantage at the cost of caring for the whole person -is the inadvertent silencing of patients. Patients need a voice when their health and wellbeing is discussed; their knowledge and experience counts. Many stories demonstrated patients' experiences of not being heard or believed, of false assumptions (and errors based upon these false, stereotypical assumptions), and de-humanizing interactions with care providers:
He [the doctor] said, why are you here? And I said, I don't feel good. And before he did anything, like temperature or anything, he said, well, you can't get any narcotics. And I said, I don't want any narcotics, that's not why I'm here, I don't take narcotics. (Patient, 10)
Resource creation that could lead to competition for said resources.
When an organization focuses on disadvantage at a strategic level, attention and resources are often (re)directed toward this new priority. This added focus and funding offer beneficial opportunities and advancements for patients experiencing disadvantage; but these new resources have their limits, and competition for a limited pool of resources thus ensues. Advocates for particular disadvantaged patient populations are inadvertently positioned against one another for access to these limited resources. Demonstrating the greatest need and best investment thus becomes a part of the DPP discourse.
Positive rhetoric coupled with both action and inaction. DPP as a discourse creates both internal
and public messaging about the organization's goals, which could be experienced as both helpful and as a tension. Language and messaging can shape perspectives; thus these forms of communication can help engender value for caring well for disadvantaged patients. However, tension also arises, between academic concepts associated with DPP (e.g. cultural competence) and the everyday practice of care providers.
Instead of oversimplistic and individualistic concepts like cultural competence, care providers pointed to systemic changes as top priority (as noted in the
What is sayable and unsayable in the current DPP discourse section), described a recognition of the workarounds they engaged in everyday practice, and suggested a move toward shared responsibility as one way to improve care for disadvantaged patients. For example, they emphasized a need for collaborative relationships between hospital and community-based clinicians, which sometimes required taking an innovative or novel path:
And you have to become more creative in finding resources or in finding ways to support them in the community. And at some point, as a team, I think at some point we have been very creative in looking at different ways, and sometimes taking the path less travelled. (Care provider, 04) Patients can see discrepancies between wellintended rhetoric espoused on posters and screens throughout the hospital, and the actualities of care they receive. They are aware that by supporting disadvantaged groups they may be unintentionally e26 reproducing the disadvantage by singling them out. That is, they realize that the problems are complex and that efforts to help can inadvertently harm (e.g. by creating one-size-fits-all solutions for categories of patients, and perpetuating stigma):
We wanted to be identified as separate. We wanted to have a voice for ourselves. Well they gave it to us. It didn't kind of turn out the way we envisioned did it? (Patient, 07) 
Discussion
The discourse of DPP -despite its espoused ideals of equity -serves to reinforce the social hierarchy that would need to be disrupted in order to achieve equity in health care. Without attention to power and social relations, categorizing patients into their most prominent sources of "disadvantage" risks positioning them as uniquely burdensome thus requiring additional effort from health professionals. This positioning separates the provider and patient rather than bringing them to a shared sense of understanding and responsibility. The categorization also further de-humanizes patients and leads providers to focus on discrete health or social issues rather than the whole complex person. While patients seem to recognize their disempowered position, providers may benefit from clearer awareness of their relationship to this disempowerment. With this awareness, they may be able to strive more toward sharing the responsibility rather than deferring blame to the system. 20 Through a transformative paradigm of education, 8 identifying dominant discourses related to DPP offers clear paths for educational recommendations. The purpose of transformative education is to shift orientations and perspectives. 8, [21] [22] [23] Therefore, identifying the dominant perspectives shows us where education can be helpful. Our discussion thus centers on the main problems identified in our needs assessment and opportunities that extant theory on transformative education and critical pedagogy offer in relation to these problems/needs. First, the DPP dominant discourse risks positioning disadvantaged patients as so distinct that they require exceptional effort. The unintended consequence of this positioning is a dehumanizing and 'othering' effect. Second, the DPP dominant discourse risks de-valuing the experiential and personal knowledge of both patients and providers, as corporate and strategic efforts can often unintentionally push aside the everyday knowledge and workarounds that are so core to truly compassionate and equitable care. And finally, the DPP dominant discourse risks narrowly defining equitable care and access to care such that the complexity and nuance they require is oversimplified. Thus assessment and evaluation outcomes for education risk falling into the trap of oversimplification and quantification that can reproduce inequity and poor access. Notably, access and equity must mean more than seeing a health provider and receiving medical treatment; they also mean being treated as valued human beings, just like any other patient.
The DPP "categories" at our organization align with current, popular education approaches that provide clinicians with the skills to identify the effect of social determinants on disadvantaged patients in a particular clinical encounter. 4, 24 These approaches, however, but do not equip clinicians with skills and virtues to understand and change the broader structural contexts in which the encounter takes place.
Our empirical findings support the theoretical assertions made in extant litearture 4, 20, 24 that teaching about the social determinants that cause certain individuals or groups to experience disadvantage, does not necessarily result in more equitable care.
Our study saw care providers repeatedly citing 'systems' problems (i.e. knowledge of SDOH) for failures in serving disadvantaged patients, and experiencing little agency to enact change. Further, we saw DPP patients feeling singled out and dehumanized through such categorization and treatment. Sharma 4 has suggested that teaching care providers to be aware of the SDOH, without teaching about the unequal distributions of wealth, power and privilege that contribute to health disparities, risks perpetuating this status quo. 4 Sharma believes that when we categorize complex problems into DPP "categories" or lists of social determinants that affect people's health, we risk practicing under the assumption that they are "natural" and not a result of societal structures over which we have some control that create these inequities. 4 A critical approach to education is thus warranted.
Future directions and limitations
Future research may need to examine the potential of critical approaches to education to address some of the needs and problems we saw in this needs assessment. Critical theory-informed educators argue that if we want care providers to see social determinants as actionable items that they can do something about, then we need to re-orient our education towards critical pedagogical approaches. 4, [21] [22] [23] [26] [27] [28] [29] The "critical" in "critical pedagogy" refers to a focus on questioning assumptions, attending to power relations, revealing the problems and opportunities these assumptions and relations may otherwise mask, and striving for transformation through positive change. The "pedagogy" in "critical pedagogy" refers to theories and practices of teaching and education. 30 Based on findings from our needs assessment, we believe the following three education approaches may be suitable underpinnings for further study as opportunities to use education to improve care for patients experiencing disadvantage. These approaches are informed by work in critical pedagogy 21, 23 and are appropriate for academic hospitals in particular, wherein learning is largely experiential and workplace-based, and often pressed for time.
(1)
Sharing authentic complex and varied stories in a range of safe, multi-media, and interactive formats. We suggest the theory-informed use of stories as a teaching approach. [31] [32] [33] [34] [35] Using stories, in a complex and ethical manner, can address the sense of 'othering' -being made to feel distinct and less than -felt by patients who experience disadvantage. Stories have the potential to shift our narrow focus from disadvantage being a fixed characteristic, residing within a human being (as we saw in our needs assessment), to the view of a whole person within which 'disadvantaged' is but one label.
(2)
Fostering dialogue instead of directives and discussion. We suggest a move toward dialogue more often than discussion. The educational difference between dialogue and discussion has been explained by Kumagai and Naidu. 37 While discussion aims to arrive at a solution or consensus, dialogue aims to create questions and possibilities. It promotes the authentic exchange of ideas. "It begins in a safe learning space and invites learners to openly share their experiences without concern for judgment". 23 Rather than striving for a single, 'best solution' for a diverse group of unique patients, dialogue continually generates new questions and possibilities. 37 Dialogue can potentially thus help us honour the experiential knowledge and complexity of patients and practitioners and, in combination with stories, can help address the problems of patients lacking voice and losing humanity in the health system, as identified in our findings. 37 (3)
Aligning assessment and evaluation with education approaches. An organization's evaluation of staff and teams must align with its educational approaches; 38 assessments and evaluations must honour the complexity of care. As described above, we need education that inspires a continual questioning of both professional and institutional practices to ensure no deliberate or inadvertent harm is being done. If stories and dialogue are the educational approaches, then the assessments of learning and evaluation of programs must align with these education approaches.
Many reasonable and practical factors in an organization drive staff evaluation towards a standardized -resources, transparency, actual and perceived fairness and equitability --an approach which of course has its merits. 40 Therefore, assessment and evaluative approaches that account for the complexity of care must find a balance between these potentially competing forces in the specific context of staff and trainees as learners and employees. This, we argue, is an area ripe for further study.
The local nature of our study, small sample sizes, and the fact that this inquiry was designed first and foremost as an organizational needs assessment limits its transferability to the broader literature yet allowed us to develop educational recommendations tailored to our specific context and potentially informative for others in similar circumstances. Future work should explore the relevance of our findings in other settings.
Conclusion
Our needs assessment allowed us to explore the discourse of DPP as it is understood in our hospital context and its resultant educational needs, and our e28 theory-informed approach to the needs assessment enabled us to identify educational approaches potentially well-suited to these types of educational needs. Based on the principles and practices of critical pedagogy, we identified and shared meaningful ways forward for education research to address the identified gaps. Our next steps involve exploring the implementation of our recommended education approaches within our organization. Critically, we need to find representative and paradigmatically aligned ways to meaningfully assess and evaluate this type of education. 8 
